Objective-To evaluate the influence of continuity of care on patient satisfaction with consultations.
Introduction
Patient satisfaction is an important dimension in the evaluation of quality of health care. Evidence has accumulated that care which is less satisfactory to the patient is associated with non-compliance with treatment and return appointments and a poor understanding and retention of medical information.' Patient satisfaction also reflects technical competence of doctors,2 and evidence is emerging that satisfaction may be directly related to improvement in the health status of patients.-Satisfaction represents complex relations between the patient's perceived needs, expectations, and experience of care. Studies have suggested a number of dimensions of satisfaction and Ware and Snyder have identified four independent factors, ofwhich continuity of care is one that explains most of the variation in satisfaction. 4 Continuity has commonly been viewed quantitatively as a succession of visits to the same provider. 5 Banahan and Banahan, however, described it mainly as a qualitative phenomenon that may occur between patient and physician.6 In their view, continuity of care' can best be characterised as a mutual attitudinal contract in which patients perceive a dependency on the physician for some or all of their primary health care needs and the physician accepts a responsibility for these needs.
Provider continuity may be seen both as an antecedent to patient satisfaction and as a behavioural consequence of satisfaction with a previous encounter. With the importance placed on provider continuity in the "cycle of care" and patient satisfaction7 it is surprising that, as shown in a recent meta-analysis of the literature on satisfaction, continuity was evaluated in only 10 of 221 studies. 8 Most of these were done in the United States and limited to primary care physicians in postgraduate training in hospitals or outpatient cliniics or to special patient populations. Their general value may accordingly be limited.
Personal and continuous care has long been held to be the cornerstone of primary care. In the face of major structural changes in the primary health care delivery system this cornerstone may erode.9 As part of a larger assessment of the patient-doctor relationship'0 the present study was undertaken to evaluate the influence of continuity of care on patient satisfaction in an unselected population of patients in primary care. Our hypothesis is that continuous, personal doctoring increases patient satisfaction.
Subjects and methods
The study took place during the spring of 1987. A random sample of 133 Norwegian general practitioners each agreed to record 30 consecutive surgery consultations, scheduled and unscheduled, with patients of all ages. The physician recorded the age and sex of the patient, the main reason for the encounter, and the duration and intensity of the doctor-patient relationship. At the end ofeach consultation the doctor handed the patient a sealed envelope, asking the patient to take it home, read it, and follow the included instructions. In consultations with children the accompanying adults were asked to complete the questionnaire.
The envelope contained an explanation of the study, an assurance that their physician would not see the answer, and a two page, self explanatory questionnaire pertaining to the present patient-doctor relationship and satisfaction with the consultation they had just finished. A stamped, self addressed envelope was included for return of the questionnaire directly to the department of general practice in Oslo. The questionnaire was anonymous and no effort was made to reach non-responders. Each questionnaire and doctor's recording were given similar numbers, and basic information about the non-responders could be obtained from the doctors' recordings. The as the dependent variable. The numerical results were somewhat different, but the significant findings were the same with both methods.
Results
The 133 participating physicians recorded 3918 out of a possible 3990 consultations. The patients' age, sex, and morbidity patterns were closely compatible with those in a previous representative survey. '3 In all, 3044 (78%) of the questionnaires were returned. No significant differences were observed in age, sex, or morbidity pattern between responders and non-responders. There was, however, a somewhat higher proportion of new patients among the non-responders (15% v 9%, p<0001), and a greater usage of emergency and unscheduled appointments among non-responders (26% v 21%, p<0004).
The mean age of the respondents was 39 (range 0-98) years and among the participating physicians 38 (30-70) years. The doctors had been in general practice in the same geographical area for an average of seven (0-40) years. They did a mean of 27 (12-45) hours of clinical work a week.
As shown in table I, 1652 (54%) of all patients considered the present doctor to be their regular doctor for all their primary health care needs, 1032 (34%) named him or her as their regular doctor for some of their health needs, and 357 (12%) did not feel any personal relationship had been established with the present doctor. A total of 241 (8%) of the patients met a new doctor, while 1032 (34%) had known him or her for more than five years. Slightly less than half (1462; 48%) of the patients had three or fewer consultations, while 352 (12%) had 11 or more with the present doctor during the previous 12 months. Table II shows the multivariate relation between continuity of care and satisfaction with the consultation, controlled for patient and doctor related factors and factors related to the consultation and illness. An overall personal patient-doctor relationship increased the odds of the patient being satisfied with the consultation sevenfold as compared with consultations where no such relationships existed. When the doctor was considered responsible only for some of the needs the odds of being satisfied increased by 50% as compared with new relationships, and it was two and a half times as great if the doctor was considered responsible for most of the patient's primary health care needs. The duration of the patient-doctor relation-*ship in itself showed a weak but significant association with patient satisfaction, taking as much as five years to develop. The intensity of contacts showed a lesser, not significant association with patient satisfaction.
The present study did not find any significant associations between the age or gender of the patient and satisfaction with the consultation, nor did the doctor's age or gender, or the stability or location of the practice, or the type of partnership seem to influence patient satisfaction (table II) . The patient had, however, a significant, 40% increased chance of being satisfied with consultations with doctors on a fee for service system as compared with consultations with salaried doctors.
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